Summary
We report a case of bilateral endogenous Escherichia coli endophthahnitis in an insulin-dependent diabetic. This condition appears to occur almost exclusively in diabetics, and is invariably related to a urinary tract infection. Treatment of any infection in diabetics should be aggressive, and any deterioration in vision should be addressed promptly.
Keywords: endophthalmitis, Escherichia coli, diabetes mellitis Endogenous, or secondary, endophthalmitis is a rare but devastating complication of septicaemia. The following case report highlights the need for physicians involved in the care of diabetic patients to assess visual symptoms promptly and ensure adequate treatment of primary infections.
Case report
A 62-year-old insulin-dependent diabetic man was admitted with a two-day history of rigors and dysuria. He had a significant past medical history of diabetes mellitus since 1983 requiring insulin from 1986, diabetic retinopathy requiring laser therapy in 1986, and hypertension since 1992. Although he was an infrequent attender at the diabetic clinic his glycaemic control was reasonable, with fructosamine levels around the upper limit of normal. On admission he was not on any antihypertensive medication and self-administering once daily human isophane insulin. On examination he was toxic and febrile with an oral temperature of 39°C. Blood tests revealed an elevated white cell count of 18 x 109 g/l, glucose 16 mmol/l, and deteriorated renal function with urea 40.6 mmol/l and creatinine 651 jimol/l. A diagnosis of urinary tract infection was made and treatment started with intravenous ampicillin (1 g eight hourly).
By the second day he was clinically improved and apyrexial, blood cultures taken on the day of admission grew Escherichia coli resistant to ampicillin. He was therefore changed to oral cephalexin. On the fifth day he complained of difficulty reading. On the ninth day he was seen by the ophthalmologists. The right eye was noted to be intensely infected, with an hypopyon and no fundal view could be obtained (figure). Visual acuity was reduced to perception of light only. In the left eye the visual acuity was reduced to 6/60 and was also markedly infected, with the vitreous being heavily infiltrated with cells. The inferior retina was largely obscured by pre-retinal pus. His acuity assessed two months previously had been 6/9 in each eye, when fundoscopy with dilated pupils by a diabetologist was normal.
A right vitreous biopsy was taken, followed by bilateral intravitreal and subconjunctival injections of cefuroxime (2.5 mg and 100 mg, respectively). Microscopy showed Gram negative bacilli and subsequent culture confirmed E coli with the same antibiotic sensitivities to that grown in earlier urine and blood cultures. Topical steroids and mydriatics, with subconjunctival betamethasone (4 mg) to the right eye, were supplemented by oral prednisolone (30 mg od) on the fifth day and intravenous ciprofloxacin substituted for the cephalosporin in an attempt to achieve higher intravitreal antibiotic levels. Oral ciprofloxacin was continued for 10 weeks, with systemic steroids being phased out over this time. The right eye did not recover and became phthisical, but the left eye gradually recovered from the infection. Endogenous E coli endophthalmitis appears to occur almost exclusively in diabetics, and is invariably related to a urinary tract infection. Treatment of any infection in diabetics should be aggressive and care should be taken to cover the likely pathogens. The outcome of E coli endogenous endophthalmitis is invariably poor and so any deterioration in vision should be assessed promptly as it is not necessarily painful. The alteration of the red reflex to a whitish reflex is an important early sign. In settings where patients cannot communicate, periodic examination of the fundi should be undertaken. Thankfully this condition remains rare.
